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Review of Aid to Maternal, Child and Newborn Health

Analyzing Aid to Maternal and Child Health
A variety of international initiatives have attracted much-needed attention and financing to
maternal, newborn and child health (MNCH) over the past ten to fifteen years. This funding has
contributed to important progress in a variety of MNCH outcomes. Maternal and child mortality
worldwide has dropped by nearly fifty percent over the past twenty years, including in many of
the 75 priority countries that make up 95% of all maternal and child deaths.1
This progress, however, has been uneven. Nine of the 44 priority countries in Sub-Saharan Africa
have experienced overall increases in maternal mortality. Meanwhile, as the under-five mortality
rates have decreased, a larger proportion of child deaths are occurring during the neonatal period.2
Millennium Development Goal (MDG) 4 aims to reduce under-5 mortality rate by two-thirds by
the year 2015. MDG 5 aims to reduce the maternal mortality rate (MMR) by 75% and achieve
universal access for reproductive health.3 These goals have served as effective focal points for
donor support to MNCH. Despite these ambitious goals, MNCH aid dropped in 2010 for the first
time since the launch of the MDGs (from 6511 million USD in 2009 to 6480 million USD in 2010),
likely due to economic constraints in donor countries.4 Additionally, with the MDGs drawing to
a close in 2015, there is a risk that donor support will wane in the absence of such visible, broadly
supported targets.
In this context, it is important that donors reaffirm their commitments to improving MNCH and
ensure that existing aid is used effectively and efficiently to promote improved health outcomes.
By synthesizing trends in MNCH aid, assessing the challenges donors face in identifying the most
effective interventions, and reviewing three case studies of current donor strategies, this report
seeks to provide a foundation for discussion about the way forward with MNCH aid commitments
and policies at this important juncture.
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Figure 1. Top Donors to MNCH
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Recent Initiatives
In recent years, donors have made important efforts to build and maintain support for MNCH,
particularly following the realization that many countries were far off track for reaching the targets
set out in MDGs 4 and 5.
The 2010 Muskoka Initiative, hosted by Canada, laid out an important framework for donor
specialization and coordination around different components of MNCH, and mobilized billions of
dollars of additional funding for MNCH.
This was followed by the Global Strategy for Women’s and Children’s Health and the
development of the Every Woman, Every Child initiative, which serves as a stand-alone
movement to encourage additional financing as well as improved policy and implementation for
MDGs 4 and 5.5 One promising outcome of these efforts was the elaboration of 11 common
indicators of progress in MNCH, with recommended forms of disaggregation.6 If these indicators
are more broadly embraced, they could provide a standard for data collection and reporting, an
important first step in improving the data environment around MNCH.

5

See Every Woman Every Child (EWEC), http://www.everywomaneverychild.org/; World Health Organization
(WHO). “Global Strategy for Women’s and Children’s Health.” 2010.
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geographic location, ethnicity, and potentially ethnicity, marital status, number of children, and HIV status.
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Additionally, the 2012 Family Planning Summit, hosted by the United Kingdom and the Bill and
Melinda Gates Foundation, helped call attention to the considerable progress still needed in the
area of reproductive health and family planning. It raised over 2 billion dollars in additional
financing. This summit also helped establish the importance of reproductive health within the
larger framework of MNCH, particularly after universal access to reproductive health was added
as an additional target to MDG 5 in 2007.7
Challenges
In the face of limited resources, and the knowledge that many countries will not achieve the MDGs
for reduced child and maternal mortality set for 2015, donors are increasingly focused on
improving coordination and accountability of donors, targeting countries with the greatest need,
and identifying the most effective interventions. However, they face many challenges in these
efforts. These challenges, as laid out below, are largely rooted in the poor information on MNCH
aid and outcomes, as well as competing priorities within MNCH.
Poor Information Environment
The Global Strategy on Maternal and Child Health acknowledges that accountability of donors is
essential to progress in MNCH. It calls on donors to track and harmonize their commitments to
MNCH and minimize duplication.8 Tracking aid to MNCH—including through the regular
publication of National Health Accounts—is another essential step toward meeting the larger goal
to help national governments enhance their capacity to review health financing. For this reason, it
is important that donors improve transparency of their own financing. Such systems are essential
to improve planning and resource allocation, and to enhance accountability around health
financing such that all stakeholders can monitor the effectiveness of MNCH financing. 9 Donors
have repeatedly affirmed the importance of aid transparency for MNCH, and some important steps
have been taken in this area. In particular, the UN created a Commission on Information and
Accountability for Women’s and Children’s Health in coordination with the Global Strategy on
Maternal and Child Health.
Despite these efforts, many fundamental problems remain. One major issue is that the current
systems for tracking aggregate aid to reproductive and MNCH are insufficient. Despite the highly
connected nature of reproductive, maternal, newborn, and child health and the fact that they are
integrated in most national and donor organizational structures, aid tracking systems like the
Organization for Economic Cooperation’s Creditor Reporting System (OECD CRS) currently
7
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report on these areas in isolation or in combination with other sectors, thus preventing efficient,
accurate monitoring of financing. In 2011, the Commission on Information and Accountability for
Women’s and Children’s Health called on the OECD to develop a method to quickly capture aid
to reproductive, maternal, newborn, and child health (RMNCH) by 2012.10 Addressing this gap
was one of the ten key recommendations of the Commission’s report to improve accountability
and effectiveness of aid for women’s and children’s health. No such method, however, has been
integrated into the OECD CRS system.
In the absence of these reforms, a consortium of academics, healthcare professionals, international
organizations, and governments agreed to take on many of these tasks by forming Countdown to
2015 in 2005 Countdown to 2015 publishes country reports on coverage levels for key health
interventions related to MNCH in the 74 countries that account for 75% of maternal and child
deaths. Countdown to 2015 has also tried to track estimates of aid to MNCH from 2003 to 2010
through in-depth analysis and coding of data in the OECD CRS database. Such efforts are
extremely important, but are not a sustainable or timely solution to track aid to MNCH.11 In the
absence of reforms on the part of OECD CRS, alternative aid tracking systems like AidData have
the potential to develop more efficient methods for tracking MNCH aid.
Poor data on outcomes and impacts
A variety of factors contribute to the poor information environment surrounding MNCH outcomes.
First, the countries with the greatest need in MNCH often lack the basic birth and death registration
systems necessary to assess need and track outcomes on a disaggregated level. In the absence of
such systems, countries typically rely on household surveys like national censuses or demographic
and health surveys (DHS) for information on MNCH. These surveys, however, are only conducted
every five to ten years, and data is neither precise nor able to be disaggregated to lower geographic
levels, especially for maternal mortality. Reporting systems from heath facilities could provide an
alternative source of data, but these are subject to persistent weaknesses across countries and also
omit populations that do not access facilities.
The lack of good information and reporting systems creates major information gaps in the field of
MNCH. MDGs 4 and 5 have helped draw attention to these gaps, particularly given their emphasis
on reaching clearly defined, quantitative targets. In response to this increased attention, the World
Health Organization (WHO) has renewed efforts to support the creation of civil registration
systems in recent years. Every Woman, Every Child set the ambitious goal of seeing all countries
take significant steps toward establishing civil registration systems that include cause of death,
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which are reinforced by facility reporting, administrative sources, and surveys. 12 While some
countries have registered important improvements in civil registration systems,−particularly by
leveraging Information Communication Technologies (ICTs)− two-thirds of all deaths across the
world still go unregistered. Significant work remains before these goals become realistic,
particularly for financing, system reforms, and incentive mechanisms.
Many maternal and child health interventions also lack adequate or comprehensive evaluations.13
Although there have been efforts to assess various MNCH interventions, the relationship with
positive health outcomes have been correlative, but not causal.14 A review of existing evaluations
on maternal health conducted by the World Bank’s Independent Evaluation Group (IEG) found
only 7 impact evaluations that assessed the effects of interventions on maternal mortality. Of these,
only 3 met IEG’s AAA standards. Further, geographic coverage of these evaluations was very
poor; there were no evaluations in Sub-Saharan Africa, Latin America or the Caribbean, or the
Middle East and North Africa. The lack of evaluations is particularly problematic for Sub-Saharan
Africa, given that this region accounts for an estimated 56% of global maternal deaths. This lack
of evidence is closely tied to the lack of existing health systems as well as the inherent difficulties
of diagnosing and measuring maternal mortality.15 While donors emphasize the importance of
evidence-based interventions, practitioners also warn that, especially given these challenges, overemphasizing quantitative evidence may be counter-productive. Regardless, the poor evidence base
around MNCH interventions has impaired progress towards the development of a clear, consistent
strategy for MNCH care.16 Progress in this regard has also been complicated by the fact that
different MNCH interventions are often subject to competing priorities.
Competing Priorities
Interventions along all steps of the continuum of care are highly integrated, from reproductive
health and family planning, to prenatal care, the intrapartum period, and child health. However, in
an environment of scare resources, considerable need, and limited data, it can be difficult for
governments and donors to determine where to allocate resources. There is also a sense that some
of these different areas are actually in competition, particularly between maternal and child health.

12

See Commission on Information and Accountability for Women’s and Children’s Health (2011). “Keeping
Promises, Measuring Results.” Every Woman, Every Child. World Health Organization (WHO).
13
Graham and McCoy, 6. Maternal, Neonatal, and Child Health Interventions and Services: moving from
knowledge of what works to systems that deliver.”
14
Hayman, Crawford, Jeffrey, Smith Harper. “Impact of Aid on Maternal and Reproductive Health: A systematic
review to evaluate the effect of aid on the outcomes of Millennium Development Goal 5.”
15
Independent Evaluation Group (IEG). “Delivering the Millennium Development Goals To Reduce Maternal and
Child Mortality: A Systematic Review of Impact Evaluation Evidence.” The World Bank, 2013.
16
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These various tensions have been well documented by a variety of health practitioners and
researchers.17
Maternal versus child health and interventions along the continuum of care
MNCH aid has typically been weighted towards child health. This decision is rooted in a variety
of factors. Globally, infant mortality rates are higher than maternal mortality rates, and the
disability–adjusted life years (DALYs) lost from perinatal and child conditions are much greater
than those lost from maternal conditions (estimates place maternal DALYs lost at 29 million USD,
perinatal DALYs lost at 93 million USD, and child DALYs lost at 316 million.)18 This helps
explain why, from 2003 to 2010, roughly two-thirds of MNCH aid in priority countries (those
countries with the highest maternal and child mortality rates) went to child health, while only a
third went to maternal and newborn health.19 Too much focus on these measures, however, can be
problematic. For example, the DALYs may underestimate the exponential impacts that improved
health and well being of mothers has on newborn and child health. Additionally, prioritization of
maternal projects is important in the context of female disempowerment and discrimination, where
women are unlikely to benefit from services and aid unless they are directly targeted and
prioritized.20
Interventions along the MNCH continuum
There are also disagreements about the most effective and important interventions along the
MNCH continuum of care (Figure 2). Many donors prioritize the intrapartum period as a
particularly critical point along the continuum where interventions can have the largest impact. 21
In particular, donors have focused on the use of skilled birth attendance (SBA) as a critical
intervention for improving maternal and newborn health. The link between SBA and improved
health outcomes was considered so strong that it was included as a main indicator for MDG 5.
However, the IEG evaluation discussed previously found no evidence that interventions aimed
exclusively at increasing SBA improved outcomes in maternal or newborn mortality. They suggest
instead that assumptions about the effectiveness of SBA interventions may be grounded in
historical evidence that fails to account for contextual factors.22 This lack of consistency and
consensus regarding effective interventions along the continuum of care will likely continue to
complicate effective allocation of aid.
17

See D. McCoy, et al. “Maternal, neonatal and child health interventions and services: moving from knowledge of
what works to systems that deliver” International Health, 2 2010. 87-98.
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20
McCoy et al, 88
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The Lancet, 368. 2006.
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Figure 2. The Continuum of MNCH Care

Source: WHO (2005), Making every Mother and Child Count
Facility versus community-based interventions
Similarly, there is disagreement about whether interventions targeting facility-based or
community-based MNCH care are most effective. Community-based interventions are important
in areas where use of facility-based care is relatively low, particularly in improving newborn and
child health. Facility-based care often provides more comprehensive, higher quality services and
is especially important for maternal health outcomes.23 It is also important to consider existing
distribution of access to care; facility-based care tends to be the least equitably distributed within
countries.24 Interventions that seek to improve access to facility-based care across populations are
important. On the other hand, interventions that improve facility-based care without addressing
issues of access may exacerbate these inequities.

23

McCoy et al, 90-91
Barrios et al. “Equity in maternal, newborn, and child health interventions in Countdown to 2015: a retrospective
review of survey data from 54 countries.” The Lancet 379, 2012. 1230
24
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Selected Bilateral Donor Profiles
Overview
In light of these challenges and competing priorities in MNCH aid, this report now shifts to
examine the policies and strategies of three key bilateral donors: the United States, the United
Kingdom and Germany.
The United States is the largest bilateral donor to MNCH, primarily through the US Agency for
International Development (USAID). For this reason, USAID often serves as a leader in MNCH
programs and policy-making. USAID tends to focus on high-impact interventions in the areas of
access to care, scaling interventions, and protecting children during their first 5 years of age.
USAID has identified its own set of 24 priority countries that have high maternal and child
mortality rates and meet other strategic criteria.25
The United Kingdom has consistently been the second-largest bilateral donor to MNCH,
primarily through the Department for International Development (DFID). Following the Muskoka
Initiative, DFID pledged to provide an additional 2.1 billion GBP (~3.38 billion USD26) to MNCH
over 2010-2015. DFID tends to focus on reproductive health, as evidenced in its support for the
2012 Family Planning Summit. 27 Reproductive health and Population Policies account for almost
30 % of DFID’s total health spending.28
Germany is another major bilateral donor to MNCH. Germany’s MNCH aid largely fits within
the Muskoka framework, which served as an important milestone in German MNCH aid activity.
Germany’s MNCH aid strategy is centered on family planning. Their programming includes a
strong rights-based approach. One of their flagship programs is the Initiative on Rights-based
Family Planning and Maternal Health.31 In recent years, Germany has placed a significantly
stronger emphasis on health aid generally, including MNCH. Their official development assistance
to health has doubled since 2005 and tripled since 2000.32

“Global Health Programs, Progress Report to Congress FY
2012.”http://www.usaid.gov/sites/default/files/documents/1864/CSH-finalwebready.pdf.
26
Conversion at 1 GBP = 1.61 USD.
27
“Choices for women: planned pregnancies, safe births and healthy newborns.”
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/67640/RMNH-framework-forresults.pdf
28
See UKaid Development Tracker (2014). http://devtracker.dfid.gov.uk/
31
BMZ. “BMZ Initiative on Rights-based Family Planning and Maternal Health.” May 2011.
http://www.bmz.de/en/zentrales_downloadarchiv/themen_und_schwerpunkte/gesundheit/bmz_initiative_famili
enplanung_en_1107.pdf
32
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25
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Case Studies
Case Study 1: USAID Donor Strategy
Overview
In the face of continued high numbers of preventable maternal deaths, USAID has implemented
an intrapartum strategy focused on five key activities: increasing demand for care via community
mobilization and birth planning; increasing access to care via transportation and obstetric service
expansions; improving the quality of care via training for health workers and ensuring drug supply;
as well as improving health records and maternal death audits. Additionally, a vital component of
the MDG strategy is to increase the number, capacity, and training of skilled birth attendants
(SBAs), especially in priority countries burdened with high maternal mortality.
By adopting an intrapartum approach, USAID has narrowed its focus on high-impact interventions
that target the specific high-mortality complications of pregnancy and labor that account for twothirds of maternal deaths, including hemorrhage, hypertension, infections, anemia, and prolonged
labor.35 USAID has also been at the forefront of promoting “active management of the third stage
of labor (AMTSL),” a technique for preventing postpartum hemorrhage. Due to USAID efforts,
such as the Prevention of Postpartum Hemorrhage Initiative launched in 2002, 36 countries have
approved AMTSL through national policy, and 21 have introduced or expanded use of AMTSL in
their health systems.36

Funding
Achieving progress in MDG 5 is a priority for USAID and this has made an impact on the agency’s
funding allocations. The US Government has highlighted maternal, newborn, and child health and
nutrition as key part of its Global Health Initiative (GHI), a six-year (FY09-FY14), 63 billion USD
effort to develop and implement a comprehensive U.S. global health strategy. In line with this
commitment, funding for Global Maternal Newborn and Child Health has steadily increased from
$384 million in 2007 to $705 million in 2014.37

35

USAID. “Two Decades of Progress: USAID’S Child Survival and Maternal Health Program.”
http://pdf.usaid.gov/pdf_docs/PDACN044.pdf.
36
USAID. “Global Health Programs, Progress Report to Congress FY
2012.”http://www.usaid.gov/sites/default/files/documents/1864/CSH-finalwebready.pdf.
37
Kaiser Family Foundation. 2014. “The U.S. Global Health Funding: Maternal, Newborn & Child Health (MNCH)
and Nutrition, FY 2001-2015.” http://kff.org/global-health-policy/slide/u-s-global-health-funding-global-maternalnewborn-child-health-mnch-and-nutrition/
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Figure 3

Flagship Programs & Results: MCHIP & SMGL
Overall, USAID programs contributed to a decline in maternal mortality in 24 priority countries
at an average of 5% per year, which is faster than the global average. 38 Attendance at birth by a
skilled provider increased from 26.9% in 1990 to 50% in 2012.39 Notable country improvements
include Afghanistan, Ethiopia, India, Nigeria, Pakistan, which have each seen 41% to 66%
declines.40
USAID’s two flagship MNCH programs are the Maternal and Child Health Integrated Program
(MCHIP) and the Saving Mothers, Giving Life (SMGL) initiative. Launched in 2008, MCHIP
focuses on reducing maternal, neonatal and child mortality, accelerating progress toward achieving
MDGs 4 and 5, and implementing programs at scale for sustainable improvements in MNCH.
SMGL, on the other hand, is a five-year public-private partnership initiative aimed at accelerating
38

USAID. 2012. “Global Health Programs, Progress Report to Congress FY
2012.”http://www.usaid.gov/sites/default/files/documents/1864/CSH-finalwebready.pdf.
39
Ibid, pg 1.
40
Ibid, pg 12.
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reductions in maternal and newborn mortality in Sub-Saharan Africa. Launched in 2012, its
strategy focuses on the “three delays” linked to maternal and newborn deaths: 1) seeking
appropriate care, 2) reaching care in a timely manner; and 3) receiving high-quality care at a health
facility.41
While only its second year of implementation, the SMGL’s targeted efforts in 8 rural districts in
Uganda and Zambia have already produced significant results.42 At the end of SMGL’s first
program year in Uganda, the number of women delivering in facilities increased by 82% (facilitybased births account for nearly three-quarters of expected births across the districts)43 and the
number of maternal patients receiving emergency care increased by 50%.44 Similarly in Zambia,
the number of women delivering in all levels of health centers rose by nearly 44%.45
Launched in 2008, MCHIP has contributed to the global reduction of maternal mortality by
focusing on high-impact MNCH interventions, namely: 1) the prevention of postpartum
hemorrhage; 2) prevention and treatment of pre-eclampsia/eclampsia; and 3) expanding access to
and improving the capacity of SBAs. While progress in all of these indicators is significant, the
impact on maternal mortality rates is not estimated in evaluation reports, possibly due to the
aforementioned data constraints. Only reduction in the number of neonatal deaths is reported.
MCHIP’s newborn health programs in all 21 countries demonstrated a decrease in neonatal
mortality rates, with notable improvements in Bangladesh and Lesotho.
Challenges
Despite important successes, SMGL has faced a variety of challenges in its first year of
implementation. Many of the challenges cited in program evaluations include time pressures,
difficulties in implementation, and coordination issues. These issues are rooted in time pressures,
funding concerns, transport barriers, staffing shortages, and coordination issues between private
and public agencies.
According to SMGL evaluation reports, there were only 48 skilled health workers per 100,000
people in the Zambian districts and 25 skilled health workers per 100,000 people in the Ugandan
districts – a gross shortage for access to skilled delivery care. Transportation barriers, including
rough terrain and inaccessibility of facilities due to weak transport infrastructure, often prevented
vehicles from safely reaching health facilities. Additionally, there was poor coordination between
41

Saving Mothers Giving Life. 2014. http://www.savingmothersgivinglife.org/about/savingmothers_givinglife.aspx
Columbia University. 2013. “Saving Mother’s Giving Life Program Update, Interim Results.”
http://www.savingmothersgivinglife.org/doc/SMGLPrgmUpdate_5.22.13.pdf.
43
Ibid , pg 5.
44
Ibid , pg 5.
45
Ibid, pg 7.
42
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implementing partners on the ground – often private providers and entities – and public agencies
involved in the management of the program (USAID/CDC and the pilot countries’ Ministry of
Health).
As a longer-term project, MCHIP has faced challenges related to the poor supply of drugs,
equipment, and infrastructure at the health facility level – a consistent problem in many highmaternal mortality countries that negatively affects quality of care. In the program’s third year, for
example, RDT stock-outs resulted in reduced service delivery capacity of providers in Burkina
Faso. Similarly, providers in Madagascar reported lack of access to all equipment used in trainings,
including delivery kits, episiotomy (suture) kits, neonatal resuscitation materials (neonatal bags
and masks) and other supplies.46 To address these facility-level equipment shortages, MCHIP has
had to address key systems and supply chain factors frequently outside of its control.
Another challenge encountered by the MCHIP program is poor data collection forms and registers
in health facilities. Due to these weaknesses in countries’ health management information systems,
indicators related to the provision of essential MNCH services cannot be tracked or measured. In
Zimbabwe and other countries with similar data collection issues, MCHIP has had to develop new
tools for measuring these indicators and train providers on how to use them, even if there is no
additional funding in the program to do so.48

46

USAID. 2010. “MCHIP YEAR THREE ANNUAL REPORT, Reporting Period October 1, 2010-September 1, 2011.”
http://pdf.usaid.gov/pdf_docs/pdact655.pdf
48
Ibid, pg 49-51.
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Case Study 2: Department for International Development (DFID) Donor Strategy
Overview
DFID, the United Kingdom’s official government aid agency, has taken a comprehensive approach
to tackling the challenges of reproductive, maternal and newborn health through its strategic
prioritization of preventing unintended pregnancies and ensuring safe pregnancy and childbirth for
mothers and children in the developing world.49 In this vein, DFID has pledged to achieve four
main results by 2015: (1) save the lives of at least 50,000 women during pregnancy and childbirth
and 250,000 newborn babies; (2) enable at least 10 million more women to use modern methods
of family planning; (3) prevent more than five million unintended pregnancies; (4) support at least
2 million safe deliveries, ensuring long lasting improvements in quality maternity services,
particularly for the poorest 40 percent.50 To accomplish these ends, DFID has implemented several
results-based initiatives and increased focus on several core indicators to track its progress,
including: (1) maternal mortality rates; (2) neonatal death rates; (3) contraceptive prevalence rate
for women of reproductive age (defined as ages 15 to 49); (4) the number of unintended
pregnancies prevented; and (5) the number and percentage of safe deliveries.51
Funding
In order to meet these goals, DFID has vowed to provide an annual average of £740 million in
support of women and children’s health programs from 2010 to 2015, totaling £4.4 billion over
the four-year period.52 Since September 2010, DFID has committed to doubling its annual support,
representing an additional £2.1 billion to spend exclusively on women’s and newborn health
programs.53 DFID has also pledged significant funds to a variety of global initiatives aimed at
reducing maternal and child mortality and morbidity. For example, DFID vowed to provide up to
£8 million over four years to the Partnership for Maternal, Newborn and Child Health54 and £38

49

“Choices for women: planned pregnancies, safe births and healthy newborns: The UK’s Framework for Results
for improving reproductive, maternal and newborn health in the developing world,” Department for International
Development, accessed Sept. 12, 2014:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/67640/RMNH-framework-forresults.pdf.
50
Ibid., 2.
51
Ibid., 3.
52
Ibid, 36 n. xixi.
53
Ibid.
54
“Partnership for Maternal, Newborn and Child Health: Business Case and Intervention Summary,” Department
for International Development, accessed Sept. 13, 2014, http://iati.dfid.gov.uk/iati_documents/3716686.docx.
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million to The Partnership for Reviving Routine Immunisation in Northern Nigeria and Maternal
Newborn and Child Health Initiative.55
Flagship Programs and Results
Several of DFID’s programs have seen marked improvements in women and children’s health
since the development of its 2015 goals. For example, data collected on DFID’s work in Ethiopia
indicated that from 2005 to 2010, the proportion of women seeking antenatal care increased from
50% to 71%, the proportion seeking postnatal care more than doubled from 16% to 36%, and
contraceptive acceptance rate increased from 37% to 62%.56 The program also served to expand
the health workforce in Ethiopia, employing more than 34,000 health workers—primarily
women—to deliver a package of basic services to their communities, including family planning,
immunization, nutrition, and malaria prevention and treatment. Similarly, DFID’s support to
reproductive, maternal and newborn health through its Emergency Human Resources Program in
Malawi increased the total number of professional health workers by more than 50% from 2004 to
2009 and contributed to an estimated 15% increase in safe deliveries, an 18% increase in
prevention in mother-to-child transmission (PMTCT), and a 49% increase in outpatient visits.57
Several of DFID’s programs have contributed to significant improvements in Asia as well. For
example, DFID’s focus on Pakistan’s Punjab and Khyber Pakhtunkhwa provinces has supported
the provision of improved obstetric care services in 408 district hospitals and rural health centers.
The program has also trained a new cadre of community midwives, contributing to an additional
670,000 deliveries conducted by skilled birth attendants from 2007 to 2010.58
Overall, DFID’s dedication to achieving its maternal and child health goals by 2015 has yielded
considerable success. As of March 2014, DFID had already achieved its 2015 target of providing
2,000,000 births delivered with the help of nurses, midwives, or doctors, projecting 4,950,000 such
deliveries by 2015. Similarly, DFID projected that it would save 96,000 maternal lives (192%
target projected) and that it would reach 28,850,000 pregnant women and children under five
through nutrition-relevant programs (144% target projected.)59

55

“Partnership for Reviving Routine Immunisation in Northern Nigeria – Maternal Newborn and Child Health
Initiative, PRRINN-MNCH: Project Completion Review,” Department for International Development,” accessed
Sept. 13 2014, http://iati.dfid.gov.uk/iati_documents/4298221.docx.
56
“Choices for women,” 30.
57
Ibid., 37.
58
Ibid., 39.
59
Dr. Gillian Mann, “The DFID Strategy for Maternal and Newborn Health,” Department for International
Development, last modified June 2014, http://www.mnhu.org/media/15869/Day-1-01-The-DFID-Strategy-forMaternal-and-Newborn-Health-Dr-Gillian-Mann.pdf.
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Challenges
These successes, however, have been coupled with several challenges. For example, DFID’s
program focused on reducing the infant mortality rate in Kenya reported several difficulties due to
political corruption, which limited its ability to finance programs through the government and
subsequently caused substantial spending on commodities like bed nets and medicines.60 Other
challenges included difficulty in accessing health services, overstretched health care staff, and
disorganized coordination with other development initiatives in the Kenyan health sector.61
Overall, DFID forecasted that it was off track in achieving its goal to save the lives of 250,000
newborn babies by 2015: as of March, 2014, only 64,000 had been saved, and it projected saving
only 207,000 by 2015.62 In addition, DFID forecasted that it would be marginally off track in
getting ten million additional women to utilize modern methods of family planning, forecasting
that it would be ten thousand women short of this goal by 2015.63
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Case Study 3: German MNCH Funding and Program Strategies
Overview
Germany is one of the key bilateral donors to MNCH. The German Federal Enterprise for
International Cooperation (GIZ) and KfW Banking Group are Germany’s official development
agencies, providing the financial and technical cooperation to support the country’s bilateral aid.
Germany has long supported health initiatives in Kenya64, which stand as prime examples of
Germany’s MNCH strategies.
The maternal mortality rate (MMR) in Kenya has remained high for the past thirteen years. In
2013, for example, Kenya’s MMR was 400 maternal deaths per 100,000 live births.66 Limited
access to reproductive healthcare is partially responsible for high infant and maternal mortality
rates.67 The majority of these deaths were related to issues during pregnancy, obstetric
complications, and diseases such as diabetes or hepatitis.68 The percent of antenatal care visits was
47%, skilled care during delivery was 45% in 2008/9,69 and the unmet need for family planning
was 24%.70 The country spends about 4.1% of its gross domestic product on health, while half of
its health care intuitions are privately managed.71 Access to healthcare is particularly limited for
the poorest groups in Kenyan society. Although public hospitals are free, patients are required to
pay for commodities and private medical facilities, which are not affordable for the poor.72
Flagship Program
A voucher program was created as a joint effort between KfW and the Kenyan government in
pursuit of achieving MDG5. With the vouchers, women can receive specific services—such as
maternity care (200 Ksh), family planning (100 Ksh), or care for survivors of gender-based
violence (free)74 – at voucher service providers.75 Kenya has six sites using the voucher program.
64
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Voucher programs are comparable to insurance plans because they cover individuals for potential
complications in addition to the specified voucher use. Cost of treatment and complications are
built into the initial price, which is paid in advance. While these treatments and benefits are
narrowly-defined, the consumer is given some choice in provider.77
Funding
The Federal German Ministry for Economic Co-operation and Development (BMZ), and KfW
have a disposition fund which directs money to the voucher management agency (VMA). This
agency issues vouchers to the community and reimburses participating service providers. The
voucher program is divided into three phases.
Table 1: BMZ and KFW spending on VMA (2005 – Present)
Phase 1
October 2005 –
October 2008
KfW Initial Budget
€ 6.58 million
Kenyan Ministry of Health

Phase 2
November 2008 –
October 11
€ 10.5 million
-

Phase 3
November 2011 –
Present
€ 80, 520
€ 483,110

Approximately 31% of the initial Phase I budget was used for management services, including the
design and development of the program. This proportion fell to 11% in May 200878. Voucher
service reimbursements accounted for 89% of the remaining funds. In 2011, €4.26 million (76%)
of the budget was spent on reimbursements and the rest of the budget covered voucher distribution,
quality control and training79. Phase II data showed that 89.5% of the service delivery expenditure
focused on safe motherhood, 9.8% on family planning and 0.7% on gender based violence80.
Results
It is difficult to assess the impact on the voucher program because of its limited regional scope.
With that said, however, the program has seen an increase in voucher use from Phase 1 to Phase
2, and has reported higher rates for medically assisted births and family planning methods among
participating communities.81 Selected project sites showed a 57% increase in professionally
assisted births. In Phase I, 350 voucher clients accessed family planning services per month. This
77
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increased to over 1000 clients per month between October 2010 and March 2011. For the first 1.5
years, sales of vouchers for safe motherhood at all project sites “were double what had been
projected in the original plans”.82
Phase 2 saw over 60,000 “voucher babies” and 8,000 family planning consultations. Additionally,
the program has strengthened health care systems and given poor patients increased medical
autonomy.83 Although Kenya as a whole has experienced decreased health indicators and generally
slow progress, health indicators have improved in regions where vouchers were available.
Challenges
While there have been reductions in Kenya’s maternal mortality rates, the current rate of progress
will be insufficient in meeting MDG 5. While Kenya's MMR decreased from 490 in 2000 to 400
in 2013, it needs to be 122.5 in order to achieve MDG 5’s goal of reducing MMR rates by three
quarters.84 The number of women making antenatal care visits declined from 64% in 1993 to 47%
in 2008/9.85 Expanding the scope of the voucher program would help combat the nationwide issues
by ensuring that all of Kenyan society has access to the voucher benefits.86
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Post-2015: The road ahead
MDGs 4 and 5 set out to reduce the under-5 mortality rate by two-thirds and to reduce the maternal
mortality rate by 75% by the year 2015. While there has been some success in improving MNCH
outcomes, it is clear that progress at the current rate will be insufficient in achieving these MDGs.
In the light of the slow progress and aforementioned challenges, two major questions arise: (1)
Where should future aid go?; and (2) How can programs be delivered more effectively?.
1. Needs and priorities: Where should the aid go?
i. Identification of priority countries and regions
A review the priorities that were established in order to accomplish the MDGs is needed. While
there have been significant decreases in maternal and child mortalities in many countries, progress
has not been equitable. Priority countries in Sub-Saharan Africa, for instance, have experienced
increases in maternal mortality. In the light of the changes to the baseline since then, there is a
need to reassess priorities.
ii. The need for impact evaluation
If current trends continue, there will be a disparate coverage in interventions. For example, skilled
birth attendance, anti-malarial treatment, and improved sanitation interventions are expected to
decline, with rapid increases in coverage of other services like preventive treatment for malaria
during pregnancy or the use of insecticide-treated nets.87 There is also significant heterogeneity in
trends for coverage rates across countries. Increased evaluation of MNCH interventions across
various geographic regions is necessary if we are to develop a clear and consistent strategy for the
allocation of resources. We must establish which critical stages along the continuum of care are
the most effective targets, which types of interventions are most efficient (e.g., facility-based vs.
community-based), and which specific programs work best in which contexts.
iii. Re-assessing the continuum of care
Current health projects frequently prioritize child health over maternal, largely on the basis of
DALYs.88 Improvements in maternal health, however, don’t merely end with the mother, but
positively affect newborn and child health. Therefore, the area of maternal health should be
accorded its necessary importance in the continuum of care.
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2. Improvements in delivery
i. Strengthening monitoring systems
Reliable data collection systems are needed, particularly at the disaggregated, sub-national level.
In addition to the current set of household surveys, it is important to define a set of standardized
indicators for specific interventions that are found to be effective and are scaled up, and incorporate
them into the core surveys used by countries. 89
ii. Integrated aid tracking systems
There is a need to develop a standardized, integrated aid-tracking methodology, which goes
beyond tracking aid at the donor-level. This will help improve coordination and resource
allocation, and help avoid duplicity of efforts by donors90.

Conclusion
While considerable progress has been made in the field of maternal and child health since the
creation of the 2015 Millennium Development Goals, there is still substantial room for
improvement. By examining the impacts and challenges faced by the three major donors in the
field, this report sought to contribute to our understanding of the ongoing issues which limit
efficacy and efficiency of MNCH aid. Considering these challenges, several approaches are
offered that may bolster foreign aid agencies’ ability to effect change in the MNCH arena. There
is much work to be done in our efforts to ensure that women and children around the world have
access to safe and effective healthcare. It is the authors’ hope that by analyzing the field and
donor strategies from the recent past, this report will serve as a minor contribution to this
ambitious and essential public health challenge.
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